MISSOURI DIVISION OF HEALTH - STANDARD CERTIFICATE OF DEATH =62—-027863
PETARTMENT oF PusH” :j:l:::m:: :oWEL FAR%? Primary Registration District Ne. g__a_f‘_'? Registrar's No. STATE FILE NUMBER
eSS - =
1. PLACE OF DEATH v . 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence befors

a. COUNTY Mari on a. STATE MY g gourie COUNTY  Marion admission)

b. cg‘r (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits
ToRm Hannibal ' . oen  Hammibal Yea O Ne O

c. FULI. NAME OF {If NOT in hospital, give location) Inside Limits d, STREET - (1f cutside, give location) Reside on Farm
PITAL O ADDRESS "

INsTITUTION. St, Elizabeth Hospital|vem nD 1917 Orchard Ave., |veO mnD

DO NOT WRITE
ON THIS $TUB AMENDED

VvS§ 300
Rev. 4/59

vt 48
P6y8

DATE AMENDED

3. #AME OF nz}caseo First Middle -~ - Lost 4, DékgE Month Day .. Yaar
Ve of print,

Woodrow H. Salyer ot July 29,1962

5. SEX 6. COLOR OR RACE 7. Married 5} Naver Married [J 8. DATE OF BIRTH | 9 AGE {last birthdsy) |IF UNDER 1 YEAR | IF UNDER 24 HR

Male White weewdl  OheredD 9ot ,27,1915 46 vorm | Prp | Mo | M

108, USUAL OCCUPATION {Give kind of work done | 10b. KIND QF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or coyntry) | 12, CITIZEN OF WHAT COUNTRY
rm hof working life, evan if retired)

Hannlbal,Mo. J.3.A,

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND QR WIFE

Eiweod G. Salyer Lila E, lear Bonnle Salyer

35, WAS DECEASED EVER IN U.5. ARMED FORCES? 14 —cAsial e 17. INFORMANTY Address

[A L™, ™2 known} | (if i dates of service
“ﬁpegw " nl "'W‘W ‘Trfr i Mrs. Bonnie Salver',
18. CAUSE OF DEATH (Enfer only one cause per ling fl.—y sy - 1917 ¢ jrchﬁg%n%ggl Mo INTERVAL BETWEEN
] -

PART |I. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE {s) Coronary Occlusion

DOCUMENT

Conditions, if any, DUE TO (b) Myo-Cardial Infarction
whith gave rise to
above cause {a),
stating the under.
lying cause last. DUE TO (c) -

PART . OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to-the terminal -PART 1H. if deceased was female waes
disease condition given in PART I (&) there a pregnancy in last 90 days.

I O Yes ] £l Neo I O Unknown

19. WAS AUTOPSY Ha. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}
PERFORMED? [w] ] a
YESE) NoOJ

20c. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or abeut home, | 20f, CIiTY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ farm, factory, street, office bidg., stc.} .
NOT WHILE AT WORK [J

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

. | antended the deceased from to and last saw t,',:, slive on

: 00 A » M 'y i m on the date stated above, and to the best of my knowledge, from the causes stated.
A . Py

. . 22b. S 22c. DATE 51

23b. DATE X CEMETERY OR CR ATORY 23d. LOCATION (City, town, or countyy” —

July 31,196 Grand View Burial Park Hannibal,Mo.
24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNATURE
+ H.M.O'Donnell, Hannibal, Mo. leg. P /762 |4r Eh )ﬁ%‘i«p, %

&
{Licensed Embalmer's Statement on Raverse Side}

.

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




- Ta W " PN

.- STATEMENT. BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by ’ ’ - : i : Student Embalmer No._
working under my personal supervision.

Student Signed
Signature of Student Embalmer

3889

Licensed Embaimer No.

P.O. Address.__Hanmibal, Mo.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRIT[NG (Failuré to comply
- with the above consmutes grounds for revocation of license).

-

e " If ‘embalmed by a STUDENT, ke also_shall sign in his OWN handwriting. * ~ . T~ N
if this body is not embalmed, fact should be so stated above.

.

e




